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Improving Rural Medical Care 


H. B. MULHOLLAND, M.D., Member, Council on Rural Health, 
American Medical Association, Charlottesville, Virginia 


Some seven years ago farm peo- 
ple were showing great concern over 
the apparent lack of adequate medi- 
cal care for the rural population. 
Forty years ago, there were many 
more doctors practicing in small 
communities than there are today. 
Why, asked these groups, is this so 
and why isn’t something done about 
it? Quoting such statistics, some 
groups have actually accused the 
American Medical Association of 
plotting to hold down the number of 
medical graduates in order to main- 
tain their own selfish interests. Only 
one week ago, in discussing medical 
care problems, one of my students 


Doctor Mulhclland’s paper originally ap- 
peared in the Nebraska State Medical Journal 
37:395, Dec. 1952). The subject is not only 
timely but so well presented that we received 
pecial permission to reprint an abridgment 
f the paper as an editorial. 
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quoted a history professor in a near- 
by college as subscribing to this fal- 
lacy. Little do they know that many 
of these doctors forty years ago were 
graduates of second and third class 
medical schools, and that now, due 
to modern methods of transporta- 
tion and amazing advances in diag- 
nosis and treatment, one doctor can 
do the work of four or five who prac- 
ticed in that era. 

Those who should be most con- 
cerned, the doctors, heard these 
rumblings and proceeded to search 
for the facts and truth in this sit- 
uation. Two rural neighbors, one a 
doctor, F. S. Crockett, and Mrs. C. 
W. Sewall, that beloved Grand Dame 
of the Farm Bureau, got their heads 
together and from their cogitations a 
conference was arranged, the first 
Rural Conference between represent- 





atives of various Farm Groups and 
the American Medical Association. 
From this seed grew the Committee 
on Rural Health, now deservedly 
dignified by the cognomen of Coun- 
cil on Rural Health. An advisory 
group of lay representatives from 
these farm groups met with a group 
from the American Medical Associa- 
tion to plan future meetings for the 
full discussion of their mutual prob- 
lems. At first, discussions centered 
around fact finding regarding the 
true situation, and an analysis of the 
real needs for medical care in rural 
communities. From the beginning it 
was obvious that the medical needs 
of our friends living in small com- 
munities constituted a fundamental 
concern in this land of ours where 
many citizens reside in areas with 
less than 2,000 population. Many 
states have as high as sixty-five per 
cent of their population in such a 
category. Furthermore, it was ap- 
parent from the start that no one 
solution could be fitted to the whole 
country. Each area presented its 
own peculiar topographical and 
economic differences. 


So far, seven National Conferences 
have moved about so that each sec- 
tion of the country might benefit by 
the discussions of leaders in lay farm 
circles and medical groups, held in 
their midst, drawing into the meet- 
ings those individuals best qualified 
to tell us the story of that area. 
These frank discussions freely in- 
dulged in by both groups have re- 
sulted in educating both the doctors 
and their farm friends to recognize 
their mutual responsibilities in ar- 
riving at a solution of the problem. 
A physician can have the ability and 
facilities to deliver the best of medi- 
cal care, but it may be of little effect 
if the farmer does not see its full 
value and recognize his need for 
these services. 


A national organization, such as 
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the American Medical Association, 
with the Council on Rural Health 
functioning as its representative in 
this area, is only as strong as its 
component groups in the various 
states and communities. Without 
their full co-operation, effort from 
headquarters will accomplish little 
or nothing. Therefore, the Council 
has spent much of its energy and ef- 
fort in stimulating state and local 
medical societies to grapple with the 
problem, locally. By the same token, 
our friends the farmers must develop 
their own local organizations who will 
cooperate with medical people. Such 
a unit is properly named a health 
council, a group whose exact func- 
tion is hard to define. It should en- 
compass and encourage membership 
by any local group, or even individ- 
uals, interested or concerned with the 
health and medical care of their 
community. In cooperation with the 
Council on Medical Service, this type 
of organization has been urged and 
advised as a sine qua non in spark- 
ing local interest and action. They 
should be initiated by medical so- 
cieties. 


Our National meetings have 
brought out many concrete examples 
of actual accomplishment in various 
communities and_ states, looking 


toward betterment of care in rural | 


areas. 

Recently. health educators have 
entered the field through their asso- 
ciation with extension bureaus of 


agricultural colleges, and we have | 


brought them into our councils. 
These specially trained individuals 


with their close association with } 
farm groups have the potentiality of }” 


doing much to carry the gospel of 
good health, hygiene, good nutrition, 
sanitation and preventive medicine, 
every one of which plays an im- 
portant part in their message. 


Of course, we are concerned with 
having an adequate number of doc-| 
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tors to supply any area needing 
medical services. Just as in the rural 
population in general, there has been, 
in the past, a movement of doctors 
into urban centers. Reasons for this 
are obvious. The fundamental rea- 
sons are economic and social. Good 
roads, good schools and churches, 
/ are of importance. Good roads, es- 
| pecially, have made it so that a doc- 
tor can serve a much larger area. 


A survey, too, may show that an 
area which, on a map, appears to 
be lacking in physicians may be 
adequately served by doctors on the 
periphery. There is a great need for 
good surveys which will get at the 
facts and show whether a doctor is 
really needed. One may find that the 
community is too small to support a 
physician and that the area must be 


aidilin + 


ee ee 


















> served by a medical service center, 
4 where public health facilities, a few 
e beds, laboratory and minimal x-ray 
e facilities are constructed for use of 
d several doctors, who pool their 
K- abilities and resources. Such centres 
by are now being set up in a few areas 
O- under the Hill-Burton Act and, in my 
opinion, are more suitable for many 
ve ©» small communities that a fifty bed 
les } hospital. Many such areas cannot 
US support a hospital, but they can sup- 
ing § port the less expensive medical serv- 
ral § ice centre, especially since the ex- 
» pense of health activities are in part 

ave | borne by the state. 
ene The American Medical Associa- 
3 Of Bion. through its Council on Rural 
nave Birealth and Council on Medical Serv- 
icils. ice, is now actively helping the states 
luals and physicians in their placement 
with plans. Recently a meeting of states 
ty . ‘aving good working plans was held 

vb $n Chicago. 

ead ) Recognizing the inability of our 
jm- P tional organization to dig down to 
he roots of the rural problem, the 
th uncil was fortunate in securing the 
me ervices of Audrey Gates, a national- 
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ly known figure in the farm world, 
who enjoys the respect and confi- 
dence of these people. He has visited 
nearly every state in the Union at 
least once, discussing their local 
problems, giving sage advice, and 
getting doctors and farm people to- 
gether. 


As in urban areas, the care of the 
indigent looms large in any future 
plan. An analysis of all types of plans 
existing in this country is being made 
by a Committee of the Council on 
Medical Service. There are not too 
many, but each one contributes 
something worthwhile. We hope this 
will help in fitting a plan to your 
local needs, as well as stimulating 
interest in the problem in general. 


Chronic illness and care of the 
aged, ever increasing problems, dip 
deeply into the rural areas. All of 
these are receiving special] study and 
attention. We must not overlook the 
necessity of fitting them into our 


overall plans for looking after rural 
groups. 


It is possible only to touch lightly 
upon the many aspects of rural medi- 
cal needs, but we must not forget 
such diseases common to animals 
and man, as brucellosis, which an- 
nually causes so much loss to the 
farmer and results in chronic illness 
and economic loss to the population 
as a whole. Doctors, farmers, vet- 
erinarians and the government must 
work together towards a solution of 
such problems. Why not attack bru- 
cellosis with the same vigor as that 
used in eradicating bovine tubercu- 
losis as a menace? 


The Woman’s Auxiliary can con- 
tact the farm women, and even be- 
come members of their organiza- 
tions. In this way they may help 
educate these people about medical 
care and help them solve the worst 
of the medical problems in their 
rural communities. 


atives of various Farm Groups and 
the American Medical Association. 
From this seed grew the Committee 
on Rural Health, now deservedly 
dignified by the cognomen of Coun- 
cil on Rural Health. An advisory 
group of lay representatives from 
these farm groups met with a group 
from the American Medical Associa- 
tion to plan future meetings for the 
full discussion of their mutual prob- 
lems. At first, discussions centered 
around fact finding regarding the 
true situation, and an analysis of the 
real needs for medical care in rural 
communities. From the beginning it 
was obvious that the medical needs 
of our friends living in small com- 
munities constituted a fundamental 
concern in this land of ours where 
many citizens reside in areas with 
less than 2,000 population. Many 
states have as high as sixty-five per 
cent of their population in such a 
category. Furthermore. it was ap- 
parent from the start that no one 
solution could be fitted to the whole 
country. Each area presented its 
own peculiar topographical and 
economic differences. 


So far, seven National Conferences 
have moved about so that each sec- 
tion of the country might benefit by 
the discussions of leaders in lay farm 
circles and medical groups, held in 
their midst, drawing into the meet- 
ings those individuals best qualified 
to tell us the story of that area. 
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facilities to deliver the best of medi- 
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A national organization, such as 


the American Medical Association, 
with the Council on Rural Health 
functioning as its representative in 
this area, is only as strong as its 
component groups in the various 
states and communities. Without 
their full co-operation, effort from 
headquarters will accomplish little 
or nothing. Therefore, the Council 
has spent much of its energy and ef- 
fort in stimulating state and local 
medical societies to grapple with the 
problem, locally. By the same token, 
our friends the farmers must develop 
their own local organizations who will 
cooperate with medical people. Such 
a unit is properly named a health 
council, a group whose exact func- 
tion is hard to define. It should en- 
compass and encourage membership 
by any local group, or even individ- 
uals, interested or concerned with the 
health and medical care of their 
community. In cooperation with the 
Council on Medical Service, this type 
of organization has been urged and 
advised as a sine qua non in spark- 
ing local interest and action. They 
should be initiated by medical so- 
cieties. 

Our National meetings have 
brought out many concrete examples 
of actual accomplishment in various 
communities and _ states, looking 
toward betterment of care in rural 
areas. 


Recently. health educators have 
entered the field through their asso- 
ciation with extension bureaus of 
agricultural colleges, and we have 
brought them into our councils. 
These specially trained individuals 
with their close association with 
farm groups have the potentiality of 
doing much to carry the gospel of 
good health, hygiene, good nutrition, 
sanitation and preventive medicine, 
every one of which plays an im- 
portant part in their message. 


Of course, we are concerned with 
having an adequate number of doc- 


16 


Clinical Medicine 





wba 


— sy me, 
OF mn CUhe 


pe 
be 


SS 4 eS i i ae ot ee ee me be kc ce Cs 


ser 








tors to supply any area needing 
medical services. Just as in the rural 
population in general, there has been, 
in the past, a movement of doctors 
into urban centers. Reasons for this 
are obvious. The fundamental rea- 
sons are economic and social. Good 
roads, good schools and churches, 
are of importance. Good roads, es- 
pecially, have made it so that a doc- 
tor can serve a much larger area. 


A survey, too, may show that an 
area which, on a map, appears to 
be lacking in physicians may be 
adequately served by doctors on the 
periphery. There is a great need for 
good surveys which will get at the 
facts and show whether a doctor is 
really needed. One may find that the 
community is too small to support a 
physician and that the area must be 
served by a medical service center, 
where public health facilities, a few 
beds, laboratory and minimal x-ray 
facilities are constructed for use of 
several doctors, who pool their 
abilities and resources. Such centres 
are now being set up in a few areas 
under the Hill-Burton Act and, in my 
opinion, are more suitable for many 
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ly known figure in the farm world, 
who enjoys the respect and confi- 
dence of these people. He has visited 
nearly every state in the Union at 
least once, discussing their local 
problems, giving sage advice, and 
getting doctors and farm people to- 
gether. 


As in urban areas, the care of the 
indigent looms large in any future 
plan. An analysis of all types of plans 
existing in this country is being made 
by a Committee of the Council on 
Medical Service. There are not too 
many, but each one _ contributes 
something worthwhile. We hope this 
will help in fitting a plan to your 
local needs, as well as stimulating 
interest in the problem in general. 


Chronic illness and care of the 
aged, ever increasing problems, dip 
deeply into the rural areas. All of 
these are receiving special] study and 
attention. We must not overlook the 
necessity of fitting them into our 


overall plans for looking after rural 
groups. 


It is possible only to touch lightly 
upon the many aspects of rural medi- 
cal needs, but we must not forget 
such diseases common to animals 
and man, as brucellosis, which an- 
nually causes so much loss to the 
farmer and results in chronic illness 
and economic loss to the population 
as a whole. Doctors, farmers, vet- 
erinarians and the government must 
work together towards a solution of 
such problems. Why not attack bru- 
cellosis with the same vigor as that 
used in eradicating bovine tubercu- 
losis as a menace? 


The Woman’s Auxiliary can con- 
tact the farm women, and even be- 
come members of their organiza- 
tions. In this way they may help 
educate these people about medical 
care and help them solve the worst 
of the medical problems in their 
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In biliary tract disorders bile itself can be 
“therapeutic” — when the bile flow evoked is 
abundant and fluid, serving to flush the biliary tr 
of mucus, pus, particulate matter and thickened 4 
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Bile of this “therapeutic” character — copious in 3 
volume and low in viscosity — is produced by © 
the specific hydrocholeretic action of Decholin 

Decholin Sodium. These agents are especially ; 





@ valuable in nonsurgical drainage therapy of 
— chronic cholecystitis, noncalculous cholangitis a 
biliary dyskinesia, and before and after surgery 


- of the tract. R 
eX O i n Adequate dosage of Decholin for most patients 
requires one or two tablets three times daily f 


a d 4 to 6 weeks. Prescription of 100 tablets 
n is recommended for maximum efficiency and 
economy. More prompt and intensive 


e 
hydrocholeresis may be achieved by initiating © 
eX O k n therapy with Decholin Sodium 5 cc. to 10 cc., ; 


intravenously, once daily. 
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& Decholin (brand of dehydrocholic acid) i 
O i Ul m Tablets of 3% gr. in bottles of 100, 500, 1000 and 5000. 7 
Decholin Sodium (brand of sodium dehydrocholate) ~ 
20% aqueous solution, ampuls of 3 cc., 5 cc., and 10 cc 
in boxes of 3, 20 and 100. 


Decholin and Decholin Sodium, trademarks reg. 
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Management of Retroversions and Retroflexions 
of the Uterus in General Practice 


Retrodisplacements of the uterus 
cause symptoms referable to the 


back and abdomen. 


JOHN R. McCAIN, M.D., Department of Obstetrics and Gynecology, 
Emory University School of Medicine and Grady Memorial Hospital, 


Atlanta, Georgia 


The surgical correction of retro- 
displacements of the uterus continues 
to be one of the most widely abused 
procedures in gynecologic practice. ! 
Many patients are advised to have 
a suspension operation performed as 
soon as a retrodisplaced uterus is 
found. The reasons most frequently 
given for immediate operation are 
(1) that suspension of the retrodis- 
placed uterus will relieve any gyne- 
cologic complaints the patient may 
have, or (2) that ‘‘Your womb is out 
of place and you will never be able 
to become pregnant unless it is cor- 
rected.’’ Advice of this type does not 
recognize the limited usefulness of 








| Baldy, J.: S. G. & O. 20:614, 1915. 
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cperations to correct the position of 
the uterus. 


Retrodisplacements of the uterus 
are found at pelvic examination in 
about 20 per cent of women in the 
child-bearing years.2:3 The high in- 
cidence of this condition and the fre- 
quency with which its operative cor- 
rection is abused make it desirable 
for the general practitioner to deter- 
mine those cases in which treatment 
is not required, those in which treat- 
ment may consist of local meas- 
ures, and those in which surgical 
procedures should be carried out. 
2. Stacy, Leda J.: J. A. M. A. 79:793, 1922. 


3. Danforth, W. C., and Galloway, C. E.: 
J. A. M. A. 87:826, 1926. 
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Retroversion of the Uterus 


The purpose of this paper is to re- 
view the subject of retrodisplace- 
ments of the uterus so that unneces- 
sary operations can be avoided and 
so that patients will not be disap- 
pointed in the amount of relief ob- 
tained after the position of the uterus 
has been corrected. 


ETIOLOGY 

Retrodisplacement of the uterus 
results from a congenital or acquired 
relaxation and weakening of the pel- 
vic ligaments which normally main- 
tain the uterus in its correct posi- 
tion. Changes in intra-abdominal 
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Retrocession of the Uterus 


pressure and in distention of the 
bladder and rectum serve to modify 
the position of the uterus, but the 
major support of the uterus is given 
by its ligaments. ‘‘Retrodisplace- 
ments of the uterus’’ include the re- 
troflexion, retroversion and retro- 
cession. 


The uterus is retroflexed if the 


body of the uterus is flexed pos- 
teriorly while the cervix is in its nor- 


mal position. Retroflexion is permit- | 
ted if the round ligaments become | 


relaxed. 
In retroversion, the uterus rotates 
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upon an axis in the transverse plane 
of the pelvis at about the junction 
of the cervix with the body of the 
uterus. The axis for the rotation con- 
sists of the cardinal (Mackenrodt’s) 
ligaments. The body of the uterus 
is displaced toward the cul-de-sac 
and the cervix rotates forward. Re- 
troversion occurs if the uterosacral 
ligaments become relaxed and no 
longer hold the cerivx toward the 
sacrum. 


Retrocession is present if the 
uterus lies farther toward the sac- 
rum than normal and occurs if the 
cardinal ligaments are relaxed. The 
uterus may have normal anteflexion 
and anteversion, or it may have re- 
troflexion or retroversion combined 
with the retrocession. 


Prolapse, or descensus, of the uter- 
us occurs if the relaxed ligaments 
permit the uterus to lie nearer the 
vaginal introitus. It is often associ- 
ated with the retrodisplacements of 
the uterus. 


If relaxation involving one pair of 
pelvic ligaments occurs, the other 
ligaments usually are _ affected. 
Therefore, in actual experience the 
type of retrodisplacement most fre- 
quently encountered consists of re- 
troversion of the uterus with associ- 
ated retroflexion and retrocession. A 
descensus of the uterus is also pres- 
ent in many of these cases. 


“Simple,’’ or uncomplicated, re- 
trodisplacement of the uterus is pro- 
duced by the absence or relaxation 
of the supporting ligaments and is 
not associated with other pathologic 
conditions in the pelvis. Simple ret- 
rodisplacements may be either con- 
‘enital or acquired. In the congenital 
ype, the ligaments supporting the 
iterus were never able to maintain 
‘ in an anterior position. In the ac- 
cuired type, the ligaments may be- 
come so relaxed or weakened during 
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the woman’s life (especially by such 
events as childbirth) that they per- 
mit the uterus to become retrodis- 
placed. Accordingly, the uterus with 
an uncomplicated type of retrodis- 
placement is usually movable. It is 
ordinarily possible to move the 
uterus into, or at least toward, an 
anterior position during pelvic ex- 
amination. 


‘“‘Complicated’’ retrodisplacements 
of the uterus are ones associated 
with, and often caused by, other pel- 
vic pathology. The abnormalities 
most frequentiy found with retro- 
displacements of this type include 
endometriosis: pelvic inflammatory 
disease; other pathologic conditions 
of the tubes and ovaries; fibromyo- 
mas of the uterus; and postpartum 
relaxations such as cystocele, recto- 
cele, and descensus of the uterus. 
These complications may develop in 
cases in which simple retroversion 
is present and may further the dis- 
placement of the uterus or may be 
the cause of the retrodisplacement. 
The uterus with a complicated retro- 
displacement is frequently fixed in 
position. Attempts during a pelvic 
examination to replace the uterus 
anteriorly are often unsuccessful. 


SYMPTOMS 

Many symptoms have been at- 
tributed to retrodisplacement of the 
uterus. However, simple retrodis- 
placements are rarely symptomatic, 
and the symptoms of patients with 
complicated retrodisplacements are 
much more likely to be caused by 
the other pelvic pathology than by 
the abnormal position of the uterus 
itself. It should be remembered that 
that the presence of a retrodis- 
placed uterus in a patient with pelvic 
complaints does not necessarily 
prove that these complaints are the 
result of the retrodisplacement. The 
symptoms often attributed to abnor- 





mal positions of the uterus are dis- 
cussed in the following paragraphs. 


Lumbosacral backache and lower 
abdominal pressure symptoms can 
be caused by retrodisplacements of 
the uterus. The backache and pres- 
sure symptoms from an abnormal 
position of the uterus should be ag- 
gravated by exercise or by the erect 
position and should tend to be re- 
lieved by rest and by the recumbent 
position. If symptoms are produced 
at all by the retrodisplacement it- 
self, they are most frequently of this 
type. 

Dysmenorrhea and dyspareunia 
can be produced by retrodisplace- 
ment but are caused much oftener 
by other conditions. 


Abortion is rarely caused by re- 
trodisplacement. Early abortion 
should not be attributed to the posi- 
tion of the uterus. Retrodisplace- 
ment of the uterus may sometimes 
be responsible for abortions occur- 
ring in the third or fourth month 
of gestation. It is at this stage in 
pregnancy that the position of the 
retrodisplaced uterus must change 
if it is to rise out of the pelvis and 
not become incarcerated. However, 
other causes for abortion should be 
eliminated before surgical correction 
of the uterine position is attempted 
to prevent this complication. 


Sterility is practically never pro- 
duced by the retrodisplacement of 
the uterus. If postcoital examination 
of the cervical secretion reveals the 
presence of active spermatozoa, the 
sterility should not be ascribed to 
the position of the uterus. 


The only menstrual disturbance 
which can be attributed to a retro- 
displaced uterus is an excessive 
amount of bleeding. Retrodisplace- 
ment may interfere with the normal 
vascularity of the uterus and pro- 
duce some engorgement of the en- 


the 
vascular congestion may permit ex- 
cessive bleeding. 


dometrium. At menstruation, 


Leukorrhea is not attributable to 
variations in the position of the ut- 
erus. 


TREATMENT 

Potential dangers from retrodis- 
placement—It has been claimed that 
retrodisplacement of the uterus may 
eventually cause complications such 
as endometriosis, sterility, habitual 
abortion, or ovarian dysfunction. 
The impression that complications of 
this type may occur in the future 
has caused some physicians to advo- 
cate surgical correction without de- 
lay for even asymptomatic retrodis- 
placements. However, no proof has 
ever been given that these patholog- 
ic conditions have been caused or 
aggravated by a delay in correcting 
an asymptomatic retrodisplaced ut- 
erus. The surgical correction of 
asymptomatic retrodisplacements 


should never be advised in the hope © 
that the change in the position of | 
the uterus will prevent future pelvic | 


pathology. 


Even if the patient is now sympto- ‘ 


matic it should be remembered that 
the necessity for treatment is not 


urgent. The symptoms from a sim- 7 
ple retrodisplacement are not likely 7 
to become more severe because of a | 
delay in treatment. The possibility ~ 


that the symptoms and dangers of a 


patient with a complicated retrodis- 7 
placement might increase in the fu- 7 
ture depends entirely upon the na-/ 


ture of the additional pelvic patho- 
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logy. A retrodisplacement of the ut- | dis, 


erus, either symptomatic or asymp- 


tomatic, is never an indication for an 


emergency surgical operation. 


Selection of patients for operation) 


—The success of a suspension opera- 
tion in relieving a patient’s symp- 
toms has definite limitations. Most 
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symptomatic retrodisplacements al- 
so have additional pelvic pathology 
and these complications should de- 
termine the necessity for operation. 
The uterus may be suspended as a 
part of the operative procedure, but 
relief cannot be expected unless the 


additional 
corrected. 


abnormalities are also 


The possibility of success from the 
surgical correction of a simple retro- 
displacement of the uterus can be 
determined rather accurately preop- 
eratively. The success will corre- 
spond to the amount of relief ob- 
tained from the use of a vaginal pes- 
sary to elevate the uterus toward 
its normal position. A Smith-Hodge 
or similar type of vaginal pessary is 
inserted to hold the uterus out of its 
retrodisplaced position. It is not 
necessary that the position be com- 
pletely corrected. If relief is ob- 
tained, the pessary should be left in 
place through two menstrual periods. 
The pessary is then removed for one 
month, and often the _  patient’s 
symptoms do not recur and further 
treatment is not necessary. If the 
symptoms return, the pessary is re- 
inserted for another month. If relief 
is obtained again, the patient can be 
assured that a surgical suspension 
will be of real value to her. Unless 
the symptoms are decreased by the 
pessary a surgical suspension of the 
uterus cannot be expected to give 
relief. Proper surgical judgment 
cannot be exercised if a uterine sus- 
pension is undertaken for a simple 
retrodisplacement before this thera- 
peutic test has been employed. Even 
in patients with complicated retro- 
displacements the pessary test is oft- 
en useful in the evaluation of the 
patient before operatiion. 


In the months after childbirth, 
lumbosacral backaches and lower 
abdominal discomforts are frequent. 
lf these women have a pelvic exami- 
nation, approximately one-third of 
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them will be found to have a retro- 
displaced uterus. However, most of 
the complaints of these patients are 
due to the strenuous demands of 
their infants and are not at all re- 
lated to the position of the uterus. 
Therefore, the surgical correction of 
a retrodisplacement of the uterus 
should rarely be undertaken during 
the first year after a delivery. 


The age of the patient also modi- 
fies the type of treatment. A sus- 
pension of the uterus is almost never 
indicated for a patient over forty 
years of age. If a laparotomy is in- 
dicated for retrodisplacements of the 
uterus (or, for almost any abnormal- 
ity of the uterus) in women at this 
age, the uterus itself should usually 
be removed. 


TYPES OF OPERATION 


Many surgical technics are avail- 
able for the suspension of the 
uterus.*° If the operation is to be 
successful in relieving the patient’s 
complaints, the careful selection of 
the patient for surgery is far more 
important than the type of the oper- 
ative procedure. Most of the opera- 
tions involve a shortening of the 
round ligaments. Even more impor- 
tant is the plication of the uterosacral 
ligaments for the purpose of shorten- 
ing them. The shortened uterosacral 
ligaments cause the cervix to rotate 
toward the sacrum on the axis of 
the cardinal ligaments, and the fun- 
dus is brought forward by this 
change. 


SUMMARY 


Lumbosacral backache and/or low 
abdominal pressure symptoms, re- 
lieved by rest, are the only com- 
plaints caused with any frequency 
by retrodisplacements of the uterus. 
Simple retrodisplacements of the ut- 
erus are rarely symptomatic and 


4. Moses, S. H.: Am. J. Obst. and Gynec. 37: 
447, 1939. 


5. TeLinde, R. W.: Operative Gynecology, J. 
B. Lippincott Co., Philadelphia, 1946, p. 96. 


operative treatment is rarely indi- 
cated. 

Before advising a surgical suspen- 
sion for a simple retrodisplacement 
of the uterus, a therapeutic test 
should be employed to determine 
the amount of relief which can be 
obtained by the change in the posi- 
tion of the uterus. This test involves 
the use of a vaginal pessary for four 
months. The symptoms of patients 
with complicated retrodisplacements 
are rarely caused by the altered po- 
sition of the uterus. The indications 
for surgical intervention should be 
determined by the additional pathol- 
ogy which is producing the symp- 
toms. 


The suspension of the uterus alone 
will not relieve a patient’s symp- 
toms if additional complications are 
present, such as primary dysmenor- 
rhea, endometriosis, pelvic inflam- 
matory disease, or vaginal relaxa- 
ticns. A retrodisplacement of the ut- 
terus is never an indication for urg- 
ent surgical treatment. Suspensions 
of the uterus are almost never indi- 
cated during the first year after 
childbirth or in patients over 40 
years of age. Satisfactory results 
from surgical suspensions of the ut- 
erus can best be obtained. by the 
careful selection of the patients for 
the operation. The exact operative 
technic is relatively unimportant. 





POLIOMYELITIS 


Prior to 1880, many physicians regarded poliomyelitis as a type of 
club foot or as a result of reflex paralysis from teething. Evidence 
exists that true epidemics of poliomyelitis appeared in several forms, 
the following, which appeared in the American Journal of Medical 
Science in 1843, being most frequently cited: 


‘“‘Medical Notes. By George Colmer. — Paralysis in Teething 
Children. Whilst on a visit to the parish of West Feliciana, La., in 
the fall of 1841, my attention was called to a child about a year old, 
then slowly recovering from an attack of Hemiplegia. The parents 
(who were people of intelligence and unquestionable veracity), told 
me that eight or ten other cases of either hemiplegia or paraplegia, 
had occurred during the preceding three or four months within a few 
miles of their residence, all of which had either completely recov- 
ered, or were decidedly improving. The little sufferers were invari- 
ably under two years of age, and the cause seemed to be the same 
in all — namely, teething.”’ 
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Culdoscopy 





Technic in use of this valuable 
diagnostic instrument in 


gynecologic practice. 


DONALD C. SCHWEIZER, M.D., Greensboro, North Carolina 


Culdoscopy is an endoscopic pro- 
cedure whereby the internal female 
pelvis is viewed directly by a light 
and lens system through the pos- 
terior cul-de-sac of the pelvis. The 
purpose of this paper is to sum- 
marize the essential facts of the pro- 
cedure and evaluate it from a prac- 
tical point of view. 

Since the peritoneoscope was in- 
troduced in 1902, there has been 
much dissatisfaction with its use for 
visualization of the pelvic viscera, 
both because of the poor view and the 
hazard of peritoneoscopy itself. About 
ten years ago Decker developed the 
instrument called the ‘‘culdoscope,”’ 
which now has become an accepted 
diagnostic aid. The instrument itself 
is similar to an ordinary cystoscope, 
using a lens system with a terminal 
light. It is introduced into the pelvis 
through the posterior vaginal vault 
or cul-de-sac. The essential feature 
of the procedure as developed by 
Decker is the use of the knee-chest 
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position. This position takes ad- 
vantage of reduced intra-abdominal 
pressure so that when puncture is 
made, the abdominal viscera fall out 
of the way and makes visualization 
of the pelvis relatively easy. 

The culdoscope is primarily a di- 
agnostic instrument, although recent 
papers have described its use thera- 
peutically for tubal occlusion. Since 
this paper is written from a personal 
viewpoint, discussion will be confined 
to diagnosis. Therapeutic use of this 
device is still in the stage of devel- 
opment and in the writer’s opinion, 
quite limited. 


DIAGNOSTIC USE 


There is a natural tendency for au- 
thors on this subject to extend their 
use of this valuable instrument as 
far as possible, but for all practical 
purposes, three broad diagnostic in- 
dications can be laid down. 


Pelvic pain of undetermined ori- 
gin—This would mean that pelvic ex- 





amination would necessarily prove 
unsatisfactory and the pain of suffi- 
cient intensity to demand further in- 
vestigation short of laparotomy. Spe- 
cific cases in this group might in- 
clude ectopic pregnancy, ruptured or 
twisted cysts, endometriosis and in- 
flammatory states. Endometriosis 
is probably one of the commonest 
indications for the use of the culdo- 
scope as diagnosis is notoriously dif- 
ficult and physical findings may be 
minimal. Along the same line, a 
negative culdoscopic examination 
may be exceedingly valuable in rul- 
ing out pelvic pathologic processes 
to help establish a suspected diag- 
nosis of the all too common psycho- 
somatic type of pain. 


Pelvic masses of undetermined 
type—Here again, this would mean 
masses that could not be classified 
by pelvic examination, with or with- 
out anesthesia, and yet not of suf- 
ficient size or symptoms to demand 
laparotomy. This group might in- 
clude such conditions as unruptured 
ectopic pregnancy, ovarian cysts, 
adhesions or inflammatory states. 


Infertility studies—Most of the re- 
cent papers on culdoscopy stress use 
of the instrument in infertility studies, 
especially in localizing tubal occlu- 
sion by means of dye injected into 
the Fallopian tubes. They further 
point out the possibility of their cor- 
rection by this knowledge and even 
using high insufflation pressures un- 
der direct vision. Personal ex- 
perience confirms the fact that tubal 
occlusion can be diagnosed but seems 
to offer little or no advantage over 
ordinary methods of tubal insuffla- 
tion or roentgenograms using radio- 
opaque media. An exceptional case 
could conceivably be found where 


culdoscopy would reveal a_ cor- 
rectible condition causing tubal 
blockage. 


To reiterate, experience has shown 
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this instrument to be of its greatest 
value in diagnosis where pelvic pain 
is the primary complaint and, to a 
less degree, in the case of a pelvic 
mass. Its further use in sterility 
studies undoubtedly will be broad- 
ened by other workers. The culdo- 
scope will probably be used relative- 
ly infrequently by any one individual, 
but it is an instrument of great value 
when needed and should be available 
to every gynecologist. 


TECHNIC 


The technic of the use of the culdo- 
scope is relatively simple. The pa- 
tient is prepared by shaving the vul- 
va, giving of an enema and preop- 
erative sedation, as for most vaginal 
procedures. Many workers advocate 
the use of local anesthesia but the 
patient often complains of being in 


the knee-chest position for any length | 


of time. The following routine has 
been found ordinarily satisfactory: 


The patient is placed in the knee- | 


chest position while awake because 
a balance point can be obtained with 
the patient’s cooperation. A pillow is 


placed under the chest and head to | 
facilitate breathing. The balanced | 


thighs are then taped to stirrup up- 
rights and the patient anesthetized 
with sodium pentothal. The peri- 
neum and vagina are prepared with 
an antiseptic and draped with sterile 
towels and sheets. 

A Sims speculum is introduced in- 
to the vagina and upward traction 
made by an assistant so that the 
posterior vaginal vault is tensed. A 
tenaculum placed on the cervix is 


pulled downward at the same time. 


The sharp trocar of the culdoscope 
is then inserted through the center 
point of the cul-de-sac and the stylet 


withdrawn. If entry has been cor- J 


rect, air will rush in audibly. 


The telescope’ is introduced 


through the sheath and inspection} 
can be made. The telescope may be’ 
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moved in any direction. Traction on 
the cervix will aid in the move- 
ment. Vision is remarkably clear 
and the size of the object viewed is 
either the same, enlarged or smaller 


than actual, depending upon how 
close the lens is to it. Practice soon 
enables the operator to judge this. 
Ordinarily the posterior surface of 
the uterus, both ovaries and tubes, 
the pelvic walls and some loops of 
intestine can be seen clearly. Rarely 
the appendix is in view. 


The most common error in tech- 
nic is to try to stay too close to the 
-ervix when inserting the trocar, so 
as to avoid the rectum. This often 
results in a peeling up of the vis- 
ceral peritoneum without perforation 
and usually cannot be remedied by 
continued manipulation. Often the 
lens will fog until it warms in the 
body, so hot water beforehand pre- 
vents this. The telescope can be with- 
drawn and wiped off at any time 
since the cannula remains station- 
ary. 


Removal of the instrument is al- 
most as important as its insertion. 
The tenaculum, speculum and tele- 
scope are removed and the cannula 
left in place. The patient’s legs are 
freed and she is slid forward with 
pressure under the abdomen to ex- 
pell as much air as possible, then 
the cannula is withdrawn. The cul- 
de-sac puncture requires no after 
care. If care is not taken with ex- 
pression of air, considerable pain of 


the shoulders results for two or three 
days. 

The entire procedure is safe, no 
serious complications having oc- 
curred. Puncture of the rectum was 
accomplished once with actual vis- 
ualization of feces. The instrument 
was withdrawn and no complications 
developed. This has been reported 
several times, all without harm. The 
only contraindications are occlusion 
of the cul-de-sac and inability of the 
patient to assume the knee-chest po- 
sition for any reason. 


SUMMARY 


Culdoscopy is a simple, safe pro- 
cedure for visualization of the pel- 
vic viscera. Its technic is easily mas- 
tered and visual clarity is of such a 
degree as to make diagnosis rela- 
tively easy. Its greatest value proba- 
bly lies in cases of undertermined 
pelvic pain or masses. Its individual 
need is limited but when needed is 
exceedingly valuable and should be 
available and within the scope of 
every gynecologist. 


The drawbacks to the device are 
several: Occasionally a_ technical 
failure will result but these become 
less and less frequent with practice. 
Secondly, hospitalization and usual- 
ly general anesthesia is required and 
lastly, but rarely, it is not possible 
to identify what is seen through the 
culdoscope. All in all, however, the 
culdoscope should be considered a 
valuable addition to our diagnostic 
armamentarium. 





HIPPOCRATES ON DIET 


“‘Growing bodies have the most innate heat; they therefore require 
the most food, for otherwise their bodies are wasted. In old persons 
the heat is feeble, and therefore they require little fuel, as it were, 
to the flame, for it would be extinguished by much. On this account, 
also, fevers in old persons are not equally acute, because their 


bodies are old.”’ 
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new... synthetic... 


non-hormonal... 
orally effective 


(brand of phenylbutazone) 


The remarkable clinical effectiveness of BUTAZOLIDIN in 
producing striking relief of pain, coupled with functional 
improvement, is the subject of recent authoritative reports. 


Journal of the American Medical 
Association 149:729 (June 21) 1952. 
Kuzell, W. C., and others: Phenylbutazone 
(Butazolidin®) in Rheumatoid 

Arthritis and Gout. 

Gout: “... 25 of the 48 gouty 

patients experienced a complete 
remission in 48 hours or less.” 


Journal of the American Medical 
Association 150:1084 (Nov. 15) 1952. 
Stephens, C. A. L., Jr., and others: 

Benefits and Toxicity of Phenylbutazone 
(Butazolidin®) in Rheumatoid Arthritis, 
Spondylitis: “Of the 32 patients 
+++29 patients (80%) showed 3 to 4 
plus subjective improvement.” 


Journal of the American Medical 
Association 150:1087 (Nov. 15) 1952. 
Steinbrocker, O., and others: Phenylbutazone 


Therapy of Arthritis and Other Painful 
Musculoskeletal Disorders, 


Osteoarthritis: In 63 per cent “... there ’ 


was improvement of functional 
capacity ranging from slight to 
complete, with striking enhancement 
of coordinated movements. ...” 


Bulletin on Rheumatic Diseases 
3:23, 1952. 


Kuzell, W. C.: Phenylbutazone 
(Butazolidin®). 


Rheumatoid arthritis: “Its use is 
followed by substantial relief of 
symptoms in about 80 per cent of 
patients with rheumatoid arthritis.” 
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First of a series, the Interim Clinical Report on 
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CLINICAL REFRESHER 


Postcholecystectomy Syndrome 


G. B. HODGE, M.D., Spartanburg, South Carolina 


The persistance of biliary symp- 
toms following operation on the gall 
bladder is common, as approximate- 
ly 10 per cent of patients under- 
going biliary operations will continue 
to have ensuing symptoms in vary- 
ing degrees. 

Fortunately, in most of these cases 
symptoms referable to the biliary 
tract are transitory and are usually 
characterized by gaseous distention, 
eructation, and epigastric discom- 
fort and dyspepsia. In a relatively 
few, the symptoms may be identical 
or more severe than previous to op- 
eration. 

The common causes for the post- 
cholecystectomy syndrome are cho- 
langitis or hepatitis, common duct 
calculi or common duct stenosis, 
spasm of the sphincter of Oddi, pan- 
creatitis, persistent long cystic duct, 
anomalies of the common and pan- 
creatic ducts, pericholedochal post- 
operative neuromas, adhesions, and 
neoplasm. 

Secondary operations are indicat- 
ed in most of the aforementioned 


causes except in cases of hepatitis 
and cholangitis which respond to 
antibiotic therapy and duodenal suc- 
tion drainage. Choledochotomy with 
common duct exploration for stric- 
ture, stones, anomalies, and sphinc- 
ter of Oddi spasm or stenosis or 
neoplasm is carried out. T-tube 
drainage of the common bile duct 
for a protracted time usually gives 
relief. Before the T-tubes are re- 
moved, a contrast cholangiogram 
should be made. Many of these cases 
may be spared this undesirable post- 
cholecystectomy syndrome by thor- 
ough preoperative clinical evaluation 
and correct diagnosis. Biliary opera- 
tion is major in character and should 
not be attempted by anyone not ex- 
perienced in the many varieties of 
the pathologic processes and comp- 
lications that are attendant in biliary 
diseases. : 
By such an approach to the prob- 
lem, the incidence of undesirable 
postoperative symptoms and _ find- 
ings should be reduced substanti- 
ally. 
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’ Vitamin E in the Treatment 


: 





of Diseases of the Skin 


In the modern treatment of dis- 
eases of the skin, it has become 
necessary, in addition to local ap- 
plications, to treat or modify tissues 
beneath the skin in order to ac- 
complish the objective appearance 
of a clear integument. This can be 
accomplished by employment of the 
newer therapeutic agents, such as 
vitamins, hormones and antibiotics, 
in addition to the older drugs. 
The purpose of this paper is to 
discuss the results which vitamin 
therapy, particularly vitamin E, has 
produced in diseases of the skin. It 
is increasingly apparent that vitamin 
E can relieve a variety of condi- 
tions hitherto considered unable to 
be handled in a satisfactory man- 
ner. In short, we have an agent at 
this time that can relieve and also 
cure many diseases which formerly 
caused physicians to tell their pa- 
tients that ‘‘They must learn to live 
with their disease.”’ 


lanuary, 1953 31 


The aqueous solution of this vitamin 
shows promising results in treatment 
of many types of skin lesions. 





MARCUS T. BLOCK, M.D., Newark, New Jersey 


TYPES OF DISORDERS 
The best results in my experience 
have been obtained in those morbid 
processes in which the vascular and 
collagenous systems are disturbed. 
These would include the following 
dermatologic disorders: 
1. Uleerations anywhere on the 
body, regardless of etiology. 
2. Varicose eczema and 
dermatitis. 


3. Collagenous disorders, particu- 
larly lupus erythematosus of 
the chronic discoid type. 

4. Malignant disorders, particu- 
larly the superficial types such 
as basal cell epithelioma, 
small, fairly well differentiated 
squamous cell epithelioma, and 
premalignant senile keratosis. 

5. The appearance of evidence of 
diabetes on the skin, such as 
necrobiosis lipoidica  diabet- 
icorum, for which vitamin E 


stasis 








is specific, and other xantho- 
matous conditions. 


6. Menopausal pruritus. 


7. Unhealed surgical wounds and 
wound infections. 


8. Roentgen ray burns. 
9. Granulomatous tissue. 


10. The variety of conditions pro- 
ducing dry scaly skin, such as 
ichthyosis, seborrhea _ sicca 
(dry dandruff), dry eczema, 
hitherto referred only as far 
as vitamins are concerned as 
due to vitamin A or B Complex 
(riboflavin factor) deficiencies. 


11. Diabetic gangrene. It is almost 
axiomatic to use vitamin E in 
conjunction with antibiotics, as 
soon as possible. Even late 
doses prevent amputation and 
debridement. 


12. Leukoplakia. 


DOSAGE 


In the treatment of these diseases 
and others requiring vitamin E, 
large doses are necessary. Small 
doses, even if given often, are value- 
less and will only cause disappoint- 
ment as far as therapeutic results 
are concerned. The dosage to be 
given varies according to the severi- 
ty of the case. 


Usually, 100 mg. of vitamin E 
given orally three times a day after 
meals, plus intramuscular adminis- 
tration of 150 mg. of vitamin E in 
an aqueous solution* twice weekly, 
give satisfactory results. In cases in 
which the condition is severe, the 
oral dosage should be increased to 
200 mg. per dose, plus 150 mg. given 
parenterally three times a week. 


SIDE EFFECTS 


Side effects sometimes appear aft- 
er administration of vitamin E, such 
*The aqueous solution used in this study was 


Hydrotocopherol, Farnsworth Laboratories, 
Chicago, Illinois. 





as oiliness of the scalp and face with 
acneform eruptions, including come- 
dones. The reaction is reversible and 
disappears on cessation of adminis- 
tration. Other side effects are nausea 
and abdominal discomfort on oral 
administration. The intramuscular 
injection in some cases produce a 
localized swelling and some pain. 
The solution in oil may give rise to 
an occasional oil granuloma. Ab- 
dominal discomfort should indicate 
that oral administration be discon- 
tinued. The large majority of reac- 
tions following parenteral adminis- 
tration can be eliminated by vigorous 
massage immediately following in- 
jection plus hyaluronidase given sub- 
cutaneously in the same area im- 
mediately before vitamin E is in- 
jected. If oral administration is not 
feasible, parenteral administration 
of the aqueous suspension in doses 


of 75 mg. daily should be used plus 


hyaluronidase (100 turbidity units) in 
the same site before injection. 


Rarely, swelling of the breasts, in- 
creased libido, and hypertrophy of 
the labia occur. 


RESULTS 


A summary of the results obtained | 


by administration of vitamin E may 
be seen in Table 1. In condition 1, 
some of these patients were charity 
cases and were not 


tients did not keep appointments 


regularly, hence I feel that the re- 7 


sults would have been better among 


more cooperative patients or among 
those whose daily mode of living was © 


more conducive to health. 


In the three poor results obtained 
in condition 2, administration of 1000 
mcg. of Vitamin B,. intramuscu- 
larly twice weekly for twelve doses 


brought about complete clearing of ; 


the lesions. 


32 Clinical Medicine © 


nourished | 
properly nor was proper hygiene © 
practiced as a habit. Too, these pa- 
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TABLE 1 


Summary of Results Obtained with Vitamin E 


Disease 


. Lupus Erythematosus 
. Basal Cell Epitheliomas 
. Squamous Cell Epitheliomas 


ure Wn 


3. Menopausal Pruritis in the femal 
. Unhealed Surgical Wounds 

3. Roentgen Burns 

). Diabetic Gangrene of the Toes 


Sicca — Dry Dandruff 
1. Leukoplakia 


In the two cases of failure in con- 
dition 3, the lesions were too large 
and deep for thorough curettage. Ro- 
entgen therapy was used successfully 
in these cases. In my opinion, all 
basal cell epitheliomas up to the size 
of a penny (34 inches in diameter) 
should clear if thorough curettage is 
first carried out, followed by large 
doses of vitamin E. Larger and deep- 
er lesions may need roentgen therapy 
or operation. 

In condition 4, one patient with 
squamous cell carcinoma and one 
with recurrent nodules following 
hysterectomy and then treated with 
vitamin E are still living. In the 
other two cases, recurrence and 
death occurred. 

In condition 5, in one severe case 
ef necrobiosis lipoidica diabeticorum 
of twenty years duration, all ulcera- 
tion healed within two weeks after 
treatment was instituted. 

Conditions 6, 7, 8 and 9 need no 
e»~planation. 
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No. of patients 


. Varicose Ulcer and Varicose Eczema 25 


. Necrobiosis Lipoidica Diabeticorum 


e 
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Dry Scaly Skin-Ichthyosis: Seborrhea 


Results 
Excellent Good Poor 
18 4 3 
12 8 1 3 
20 (5 yr. cure) 15 3 2 
5 (5 yr. cure) 3 2 
2 2 
10 8 2 
4 4 
2 2 
3 3 
8 5 3 
4 2 2 


In condition 10, the action is prob- 
ably due to the side reaction of oili- 
ness produced by vitamin E. 

Of the four patients in condition 
11, consisting of three cases of lesions 
on the lips and mouth and one on the 
vagina, death occurred in two from 
rapidly growing squamous cell car- 
cinoma. In the other two cases, 1000 
mcg. of vitamin B,. was given in- 
tramuscularly, with arrest of the dis- 
ease process. 


REPORTS OF CASES 


Case 1—A woman had a large, yel- 
low ulcerating lesion on the right 
leg, diagnosed at biopsy as necro- 
biosis lipoidica diabeticorum. Pa- 
renteral administration of 150 mg. of 
vitamin E twice weekly, plus oral 
administration of 100 mg. of vitamin 
E three times a day after meals, 
produced closing of the ulcers in two 
weeks and the beginning of normal 
skin formation. 

Case 2—A woman had three lesions 
diagnosed as necrobiosis lipoidica 








diabeticorum, which had been pres- 
ent for one year. Administration of 
vitamin E as employed in Case 1 
brought about clearing of the lesions 
in three weeks. 


Case 3—A woman who had a basal 
cell epithelioma on the side of the 
face had been inadequately treated 
with roentgen rays, which had made 
the lesion radio-resistant to full heal- 
ing. Parenteral administration of 150 
mg. of vitamin E three times a week, 
plus oral administration of 100 mg. 
of vitamin E three times a day after 
meals brought about healing. 


Case 4—A woman had undergone 
mastectomy for squamous cell car- 





cinoma, with recurrence of nodules. 
Injection of 150 mg. of vitamin E 
three times a week, plus oral ad- 
ministration of 100 mg. of vitamin E 
three times a day after meals, 
brought about clearing of nodules for 
two years. 


SUMMARY 
Vitamin E is an excellent contri- 
bution to the therapeutic armamen- 


tarium of a large number of skin dis- | 


eases and will earn the patients’ 


eternal gratitude for the proper ap- © 


pearance of the skin. I must again 


emphasize that this medication can- § 


not be expected to give results if used 
in homeopathic doses. 


ARTHRITIS AND RHEUMATISM 


The author presents a survey of arthritis and rheumatism as per- 
in the United States. 


formed in September, 1951, 


Accerding to this? 


survey, the estimate is that there 2re approximately 10,104,000 persons, 


14 years and over, in the United States who believe that they have! 
arthritis or rheumatism. About 75% of these persons have consulted © 
a physician because of their condition. An estimated total of 6,414,000) 
have been told by a doctor that their condition was arthritis, rheuma-’ 
About 5% of the 10,000,000) 
persons who believe that they have one of these impairments appar-! 
However, | 
about one-fourth of the 10,000,000 cases had made some significant? 
change in the amount or type of work they performed or in their usual! 


tism, gout, lumbago, myositis, or fibrositis. 


ently do not; others must also be considered doubtful cases. 


activities. (Woolsey, Ph.D., Public Health Reports, 6:505, 1952.) 
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Skin Grafting as an Office Procedure 


Small ulcers and skin dejects may be 
amenable to skin grafting if they 
cannot be closed by approximation. 





WILSON A. SWANKER, M.D., New York, New York 


The continuity of the cutaneous 
covering of the body is most import- 
ant to the well being of the in- 
dividual. The use of the skin graft 
to cover large denuded areas, such 
as burns, or the specific small areas, 
such as avulsed finger tips, is a 
well accepted procedure. If this is 
true, why is not skin grafting per- 
formed in the case of the lesser de- 
nudations? 


INTENT OF TREATMENT 

The major features of the treat- 
ment of a traumatized area are 
aversion of infection and rapid heal- 
ing with minimal scarring. The ad- 
infection is reduced by 
thorough initial cleansing of the 
wound. Gross contaminants, such as 
dirt and foreign bodies, are re- 
moved. The area is cleansed with 
soap and water and an antiseptic so- 
lution. If the edges of the wound can 
be approximated, rapid healing will 
undoubtedly occur. If the edges can- 
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not be approximated, the use of a 
skin graft should be considered after 
the wound has been made as shallow 
as possible by subcutaneous suturing 
to approximate the deeper tissues. 


The matter of minimal scarring 
requires further consideration. Heal- 
ing by primary intention will create 
the least scar. However, such scar- 
ring can be decreased by careful 
approximation of the skin edges in 
slight elevation. There should be lit- 
tle or no strain on the skin itself. 
Any tension can be taken up by sub- 
cutaneous suturing or by supportive 
dressings. When the use of a skin 
graft is found to be necessary, its 
early application will minimize the 
amount of scar. In most injuries, 
the surgical cleansing of the wound 
would well prepare it for a graft if 
it is of the type in which the edges 
cannot be approximated. If injection 
has occured, early control by wet 
soaks and systemic use of antibi- 





otics will tend to control it, but valu- 
able time will be lost and further 
scarring will occur. A belief that a 
wound should be permitted to 
‘“‘granulate in’’ before grafting has 
been discarded as obsolete. Granu- 
lation tissue is a precursor of scar 
tissue. It will eventually give a graft 
overlying it a thickened, roughened 
appearance. A split skin graft will 
take very well on the subcutaneous 
fat. In fact, it will take on muscle, 
fascia or bone, but a soft moveable 
base is preferred. 


OFFICE EQUIPMENT 


It is natural to feel that large 
areas of denudation should be graft- 
ed with a single piece of skin if it is 
possible. This suggests the need for 
a dermatome and hospitalization of 
the patient. —Even a dermatome 
graft (4x8 inches) could be per- 
formed as an office procedure, but 
it is not usual as most physicians do 
not have the equipment available. 
However, this type of graft is not 
designated as an office procedure. 

The small areas of skin loss, from 
the smallest ulcer to an area of 3 
or 4 square inches, can be clothed 
with split skin with simple instru- 
ments that are available in most 
medical offices. 


The equipment needed is several 
double-edged safety razor blades, a 
Kelly hemostat, a small thumb for- 
ceps, a 5 or 10cc. syringe, sterile 
petroleum jelly, and an anesthetic 
solution. In the office I prefer to use 
Monocaine Solution 1 per cent with 
1:100,000 epinephrine (Novocal 
Chem. Co.) because it is prepared in 
5 ec. cartridges to fit a syringe fur- 
nished by the company, which great- 
ly facilitates the sterilization prob- 
lem. The razor blade is grasped in 
the Kelly hemostat just to one side 
and somewhat parallel to the center 
slot. This leaves about two-thirds of 


the razor blade extending from one 
side of the hemostat. If a curved 
Kelly hemostat is used, the same 
amount of blade should extend from 
the convex side of the curve. 


TECHNIC 


A donor site is selected which is 
near the recipient area so that the 
grafted skin will have the same skin 
tone and texture. It is always wise 
to select as hairless an area as pos- 
sible to avoid the transfer of hair- 
bearing skin and to facilitate cut- 
ting of the graft. If a hair-bearing 
area must be used, the graft should 
be cut against the hair. 


The technic itself is a simple one 
The surgically clean donor site is 
lightly smeared with petroleum jel- 
ly. The razor blade held in the Kelly 
hemostat is also anointed with a 
thin film. With the skin drawn taut 
by the left hand, the razor blade is 
placed flat against the skin at a pre- | 
determined point. With the arm fixed | 
at the wrist and elbow so that a short 
forward and backward motion is 
initiated in the shoulder and a slight | 
pressure made on the cutting edge | 
of the blade, the skin graft is cut. 
This coordinate motion should be | 
slow and rhythmic and, if the posi- 
tion is not awkward, it should be 
tireless. 


The depth of the cut is controlled 
by watching the translucency of the 
skin. If the razor blade can be seen, 


the thickness of skin will be from / - 


5/1000 to 7/1000 of an inch. If the 
translucence is such that only a blue- | 
gray color is distinguishable, the ” 
thickness of skin is from 10 to 12/1000 © 
of an inch, which is the preferred 
depth. Thicker grafts appear yellow- 
ish-white in color and their thick 
ness is difficult to control by vi-| 
sion. 


There is no limit to the length of 
the strip of skin that can be raised 
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y this method except the size of the 
conor area. The first grafts raised 
vy Il be short until mastery of the 
tu cthnic has been accomplished. This 
is of little importance, as every piece 
o’ skin has utility. During the cut- 
t g, the skin piles up on the razor 
tb de and it should be transported 
f: m the donor site to the recipient 
aa on the razor blade. The cut- 
ti z edge of the razor blade is 
b> »ught in contact with the far edge 
o: the recipient area and the edge 
oi the skin graft is teased off the 
b. de and on to the site with the 
sr all thumb forceps. This skin is 
he d in place with the forceps while 
tr razor blade is swung over the 
si , depositing the skin graft on to 
th recipient almost in the desired 
po ition. A very little ‘‘teasing out’’ 
of this skin will find it smoothly in 
place. It will be noticed that there 
been as little manipulation of 
he skin graft as possible and all the 
fibrogenic elements are maintained. 
These elements will quickly form the 
fibrin which will cement the graft in 
place. In fact, this adhesion can be 
demonstrated in a few minutes. 
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If the area is broader than the 
ridth of one strip, other strips may 
be placed beside the first until the 
defect is covered. This covering 
should overlay the edges slightly. 








The area is dressed with a fluffed 
gauze pressure dressing bandaged in 
place. The graft may or may not be 
nitially covered with a single thick- 




















allows viewing of the wound. 
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PLASTIC DRESSING 


The Air Force has announced development of a “‘spray-on’’ plastic 
surgical dressing, equally applicable for possible emergency use or 
as a substitute for gauze dressings. The ‘“‘aeroplast’’ is applied by 
spraying over the traumatized area. A film approximately 5/1000 
of an inch thick is formed, which is impermeable to bacteria and 


ness of petroleum gauze, but its use 
makes redressing easier. Either 
gauze bandage or elastic bandage 
may be used but in either case the 
pressure created should not be 
greater than 30 mm. of mercury. 
(This is true of all bandaging and 
one can learn the force to apply by 
bandaging a blood pressure cuff in- 
flated to 30 mm. without increasing 
the pressure). The bandage should 
remain undisturbed for ten days un- 
less complication is indicated by 
drainage or odor. If such compli- 
cation does occur, inspection should 
be immediate. However, the dress- 
ing should be removed down to the 
last layer only, through which the 
area can be observed without dis- 
turbing the graft. With or without 
complication, it is best to allow this 
layer of gauze to free itself. The 
donor site is treated in the same 
way. 


SUMMARY 

One can readily see the many 
opportunities to employ this simple 
procedure. Rather than the long 
weeks required to heal areas slowly 
by ingrowth of the surrounding epi- 
thelium with the resulting scar, the 
skin graft can rehabilitate the pa- 
tient in two to three weeks with 
much less scar formation. This 
technic can be used on small third 
degree burns, avulsions, small ul- 
cers, and any clean skin defect that 
cannot be closed by approximation. 
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SCIENTIFIC EXHIBIT 


TREATMENT 


CLINICAL MATERIAL 


A 
ly, 


2, or 93 patients were women 
or 47 patients were men. 


B_ Age limit — 20-70 years with ma- 
jority of patients treated in the 30-40 
year bracket. 


C The average length of time this 
group of patients was treated was 1 
year. None were treated for less 
than 4 months. Several patients were 
followed and studied for 16 months. 


D A complete history and a thor- 
ough physical examination including 
complete blood count and urinalysis, 
was made on each patient. Further 
examinations, such as egg and renal 
tests were made whenever indicated. 


E Every patient received placebos 
as control. No one, including nurses 
and doctors, knew what was being 
prescribed by the dispensing clini- 
cian. 


F The usual dosage for both Beller- 
gal and the placebos was 4 tablets 
daily at the start of treatment. In 
special instances one tablet per day 
was administered. The dose was 
gradually increased until full thera- 
peutic effect was obtained. 


O F 
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SYMPTOMS 


RECURRENT MIGRAINE | 


AND ITS VARIANTS ] 


RESULTS USING MEDICATION A’: 


No. of Pts. Poor 


Excellent | Good 


RESULTS USING MEDICATION B°: 


No. of Pts. Poor 


Excellent | Good 


GASTROINTESTINAL 
DISTURBANCES 


TYPE SYMPTOMS TREATED: 
a) Lump in Throat 
b) "Nervous Stomach" 
c) Heartburn 
d) Nausea and vomiting 
e) Epigastric Distress 
f) Prolonged Constipation (Spastic Colon)| | 
g) Diarrhea-Flatulence | 
h) Hyperacidity 
i) Mucous Colitis 


RESULTS USING MEDICATION A: 


No. of Pts. | Excellent | Good Poor 


1 Bellergal 2 Placebo 
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Presented at Indiana State Medical Association, October, 1952, by Milton L. 
Bankoff, V. M. Kohrman, Clinic Associates, Michigan City, Ind. 


| Gynecologic Disorders 


TYPE SYMPTOMS TREATED: 
a) Primary Dysmenorrhea 
b) Painful Coitus 


c) Menopausal Syndrome 


RESULTS USING MEDICATION A: 


No. of Pts. Excellent Good | Poor 


No. of Pts. 


Excellent | God Poor 


CARDIOVASCULAR 
DISTURBANCES 


TYPE SYMPTOMS TREATED: 


a) Palpitation (heart consciousness) 
Sinus Tachycardia 
Premature Systoles 
Left Chest Pain Without Angina 
Blushing 
Cardiac Arrhythmia 
Dizziness 
Hot Flushes 
Neurocirculatory Asthenia 
j) Precordial Pain 
k) Hyperventilation 
1) Respiratory Irregularity 


RESULTS USING MEDICATION A: 


No. of Pts. | Excellent | Good | Poor 


SUMMARY OF RESULTS 


TREATING NEUROVEGETATIVE 
DYSTONIA WITH MEDICATION A:* 


1 || {| 


S3jNsay poesD 


-4U9]j92%q 
40 060399194 


Sid $9 "ON 
3u9}}22%q 


1) Recurrent 
Migraine 
2) Gynecological 
Disorders 38/10 
3) Urinary 
Difficulties : 2 1] 
4) Gastrointestinal 
Disturbances 16 4 4 
3) Cardiovascular — 
Dysfunction | 28/14] 6| 6| 2 
Total 140 48 60 21/11 


o 


“1 TABLET OF MEDICATION A CONTAINS: 
ly gr. - phenobarbital 
(central sedative) 
léoo gt. - Bellafoline 
(parasympathetic inhibitor) 
1410 gr. - ergotamine tartrate 
(sympathetic inhibitor) 


TREATING NEUROVEGETATIVE 
DYSTONIA WITH MEDICATION B:* 


4uayja2xq 
s3/NSaYy PoC°h 
-4U9]]99%q 

10 9603U99104 


|) Recurrent 
Migraine 
2) Gynecological | 
Disorders 3 
3) Urinary 
Difficulties 
4) Gastrointestinal | 
Disturbances | 
3) Cardiovascular | } 
Dysfunction | 28 
Total 140 


6 
| 4/30 
| | 7| 


| 2 
4 
0 

| 6/12/18 | 
4 

16 


| 6/17 
33 | 90 


*PLACEBO: Identical in appearance, 
but containing only suger. 











THERAPEUTIC TRENDS 


} 


Metabolism of Intravenous 
Fructose and Glucose 


In diabetic patients who are not 
receiving exogenous insulin, fructose 
was found to produce the same rise 
in pyruvic acid as it does in normal 
individuals. Glucose, on the other 
hand, effected only a slight or a de- 
layed rise. Likewise identical were 
the blood disappearance curve and 
the urinary excretion of fructose in 
normal and diabetic individuals. 


These results were obtained when 
fructose and glucose were admin- 
istered intravenously in _ similar 
amounts (1 Gm. per kilogram) to 
five diabetic patients and seven nor- 
mal subjects. 


Administration of fructose was in- 
variably followed by a fall in serum 
inorganic phosphorus, which change 
did not usually take place after the 
injection of glucose. The increase in 
blood glucose after fructose injection 
was higher in the diabetic patients 
than in the non-diabetic individuals. 

Oral administration of fructose 
produced in one diabetic patient a 
much lower level of blood fructose, 
a smaller rise in blood pyruvic acid, 
a greater rise in blood glucose, and 
a greater glucose excretion, than did 
the intravenous administration of 
this sugar. 

These observations are in agree- 
ment with the theory that the phos- 
phorylation of fructose is uninflu- 
enced by insulin, and therefore pro- 
ceeds at a normal rate; the phos- 
phorylation of glucose, on the other 
hand, is impaired in diabetes. 


(Miller, M., et al, J. Clin. Investig., 31:115, 
1952.) 
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Antibiotic Anaphylaxis 


Injection of an aqueous solution cf! 


10 to 20 mg. (1 to 2 cc.) of the ant.- 
allergic drug, diphenhydramine hy- 
drochloride, brought relief in three 
severe instances of drug reactions, 
and has since been added to 480 in- 
jections of antibiotics (administered 
to some 170 patients) without elicit- 
ing hypersensitivity reactions. 


(Farber, J. E., and Ross, J., Med. Times. 
80:28, 1952.) 


Protein Efficiency 
of Breakfast Food 


Some of the most used cereals 
have apparently the poorest bio- 
logical values, according to studies 
made by the author. Highest rating, 
on the basis of protein efficiency, 
was found in oatmeal, Instant Ral- 
ston, and the infant foods Cerevim 
and Pablum. 

More recently, the author dis- 
covered that whole wheat proteins 
could be considerably improved by 
the addition of the amino acid threo- 
nine, and that the protein of an in- 
fant food could be improved by the 
addition of minute quantities of crys- 
talline vitamine Bie. 

It was found that considerable im- 
provement in the protein efficiency 
of this cereal could be obtained by 


the addition of ‘.4 per cent of 1-lysine | 


monohydrocholoride, 0.2 per cent of 
dl-threonine, and of 0.1 ug. of crys- 
talline vitamine Biz, per animal per 
day. This ration was still further 
improved by addition of an extract 
of fish solubles, which added 0.196 
per cent of nitrogen. 

(Sure, B., Arch. Pediat. 69:359, 1952.) 
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Aanagement of Stress 
‘scontinence 


Involuntary loss of urine following 
. sudden increase in intra-abdominal 
p essure usually is evidence of loss 
c tone or injury of the apparatus 

volved in voluntary inhibition of 

nation. Most often, however, it 
i the result of a demonstrable ana- 
t nie lesion affecting the supporting 
ictures of the urethra, bladder, 
1 anterior vaginal wall, and dis- 
ating their normal functional in- 
te -relationships. 


he therapy is in each instance 
ditioned by the severity of the 
yntinence, the extent and nature 
of ‘he anatomic lesion, and the pa- 
t’s abilty to inhibit urination vol- 


un arily. 
!.0 stereotyped procedure is prac- 
tic:ble, but on the basis of experi- 


ence gained in the treatment of some 

25 patients, the following conclu- 
sions were drawn: (1) perineal ex- 
ercises will afford relief in 90 per 
ent of patients free of anatomic le- 
sions or afflicted: only with urethro- 
ele; (2) vaginal plastic operation of 
he Kelly type plus perineal exer- 
ciscs is best in the majority of pa- 
ients with cystourethrocele and 
stress incontinence; the procedure 
ill effect a cure of incontinence in 
95 per cent of this group of patients; 
3) surgical correction is indicated 
n patients with uterine prolapse and 
stress incontinence; (4) preliminary 
ndings suggest that perineal muscu- 
ar structures may be developed and 
volitional efforts initiated by means 
{ electrical stimulation; (5) fascial 
sling operations give excellent re- 
Bults, but must be applied only in 
nstances of intractable stress incon- 
in-nce that have not yielded to less 
ernie measures, such as vaginal 
blastic procedures, perineal exer- 
iss and electrical stimulation. 


H) ‘'man, J. W., and Sokol, J. K. Geriatrics, 
“2 1952.) 
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Administration of Vitamin B, > 
to Newborn Infants 


The results of this study suggest 
the conclusion that newborn infants 
do not generally suffer from a vita- 
min Bie deficiency. 

This conclusion is based on the 
comparative study of the weight and 
height gains of twelve infants who 
received 5 mcg. of vitamin B,. daily 
for the first eight weeks of life, and 
of eleven infants who received the 
same dose for the first four weeks 
of life. It was found that the in- 
creases in weight or size of these 
two groups who received the vita- 
min supplement were not greater 
than the similar increases of a con- 
trol group who were given a placebo. 


The results seem to indicate an 
absence of a general deficiency of 
vitamin Biz among the infant and 
child population. An infant artificial- 
ly fed on cows’ milk receives at least 
as much vitamin B,. as a breast-fed 
infant, because cow’s milk is richer 
in this vitamin. 


(Chinnock, R. F., and Rosenberg, H. W., J 
Pediat., 40:182, 1952.) 


Evaluation of Eosinophyl Counts 

A study of the hourly changes in 
the eosinophyl count in five healthy 
individuals and in eight patients 
with arthritis revealed that the di- 
urnal variations in this count were 
ot sufficient magnitude to be of clin- 
ical significance, especially after the 
administration of certain drugs. 

Solitary counts must therefore be 
done at the same time of each day 
if valid comparisons are to be 
drawn. The morning is considered 
an unsuitable time, while greater 
reliability can be attached to the 
afternoon counts. The effect of nor- 
mal meals can be disregarded for 
the purpose of evaluating moderate 
or large eosinopenia. 


(Swanson, J. N., Bauer, W., and Ropes, M.., 
Lancet 1:129, 1952.) 





Stroke 


Oxygen may be given, and in 
cases of embolism, anti-coagulants 
should be administered. In cases of 
thrombosis or embolism blockade of 
the stellate ganglion is advisable; 
this is contra-indicated in intra-cra- 
nial hemorrhages. In hypertension 
and lung edema, 500 cc. of blood 
should be withdrawn. % gr. of so- 
dium nitrite subcutaneously is also 
suggested in hypertension. Head and 
chest should be raised. Foot drop 
and external rotation of leg should 
be counteracted by foot board and 
sand bags. Physical therapy should 
start about a week after the acci- 
dent. Heat treatments should be first 
administered, followed by electric 
stimulation and massage. Passive 
exercise should follow several days 
daily. 

(L. Feldman. Geriatrics, 6:214, 1951.) 


Acute Pancreatitis 


The author states that medical 
treatment is superior to surgical 
treatment in acute pancreatitis. He 
recommends the application of novo- 
cain which diminishes the pancre- 
atic secretion and relieves the pain 
immediately after injection of 20 cc. 
of 1% novocain solution. He states 
that before the treatment, a toler- 
ance test must be carried out either 
hypodermically or intravenously by 
injection of 1 to 2 cc. From 10 to 20 
ec. of 1% solution of novocain is in- 
jected intravenously 20 to 30 seconds 
for each cc.; the injections are re- 
peated after three or four hours. Or 
an intravenous drip infusion of 1.0 
Gm. in 500 cc. saline solution is given 
40 to 50 drops per minute, one to 
three times daily. The two methods 
of administration may be combined 
by first injecting 20 cc. of 1% solution 
with 0.5 Gm. of ascorbic acid and 
then continuing with the drip. 


(O. F. Longo, C. Sosa Gallorgo, Rev'sta Brasi- 
leira de Gastroentrelogia, 3:627, 1951.) 


Hypertension 

The author reports 40 patients who 
were treated with hexamethonium 
chloride (initial doses of 125 to 250 
mg. every 8 hours, increasing the 
daily dose until a maximum of 500 
mg. every 4 hours was reached, or 
sustained hypertension had _ been 
converted into blood pressure show- 
ing wide fluctuations reaching 
normal levels) and, then, 1-hydra- 
zinophthalazine was added (in doses 
of 25 to 50 mg. every 8 hours, in- 
creasing the amount daily until a 
dose of 100 mg. every 4 hours was 
reached or the blood pressure had 
become normal). ‘‘Benign’’ arterial 
hypertension was effectively con- 
trolled at normotensive or nearly 
normotensive levels in every case.’ 
Slight postural hypertension result-| 
ing from unsuccessful sympathecto- 
my was enhanced. ‘‘Malignant’’ hy- 
pertension responded to parenteral 
and oral administration of the drugs 
in a variable way. The malignant 
stage was altered favorably in all but) 
two cases. Slow reduction in blood 
pressure is essential to prevent seri- 
ous complications. The ‘‘toxic” 
effects of both drugs in combination 
are caused by severe hypotension) 
rapidly induced in subjects with) 
organic vascular disease causing 
ischemia of brain, myocardium, or 
kidney. 
(H. A. Schroeder, Arch. Int. Med., 4:523, 1952.) | 


Parkinson's Disease 
The authors state that a concerted 


regimen including chemotherapy. 
physical therapy and psychotherapy 
can effect improvement in many 
ceases. Artane (trihexyphenidyl) wa: 
used but it was not superior to stra 
monium as a_chemotherapeutical 
agent. The authors emphasize that 
effects attributed to chemotherapy 
are often the result of physical ther 
apy and psychotherapy. 


(B. Berkowitz, E. Alvermann, Arch. Nevrd 
and Psychiat., 4:462, 1952.) 
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Antibiotic Synergism and 
Antagonism 

Fixed synergistic drug combina- 
tious against specific organisms do 
not exist. The author found that a 
broad division of antibiotic agents 
into two groups would permit formu- 
lation of certain predictions as to 
their combined drug action. The two 
groups are as follows: 

Group I: Penicillin; streptomycin; 
bacitracin; and neomycin. 

Group II: Aureomycin; chloram- 
phenicol; and terramycin. 


Combinations of the first group he 
found to be frequently synergistic, 
occasionally indifferent, but never 
antagonistic. Combinations of the 
second group were neither synergis- 
tic nor antagonistic, but produced 
often simple additive effects. This 
effect could presumably likewise be 
obtained by increasing the dose of 
the single member. When, on the 
@other hand, a member of group II 
fas combined with one of group I, 
their combined effect depended ap- 
parently on the susceptibility of the 
micro-organism to the group I agent. 
Consequently, antagonism may be 
micro-organism 
Susceptible to a group I drug, and 
Synergism may result if the organ- 
ism is resistant to a group I drug. 


This scheme has proved helpful in 
he selection of drug combinations 
Hor the treatment of specific infec- 
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Blood Amino-acids 

The concentrations of amino nitro- 
gen and of several of the essential 
amino-acids were investigated in the 
blood of healthy adult human beings 
during fasting and following the ad- 
ministration of glucose or of fat. 
Blood samples were taken at four 
successive hourly intervals following 
a fifteen-hour fast. No significant 
change in amino-acid levels was 
elicited when no food was given dur- 
ing this period. When glucose was 
given, a highly significant fall in total 
amino-nitrogen leve! was observed; 
the fall was maximal at the first hour 
after administration. Only a very 
slight drop in the total amino-nitro- 
gen level was seen in response to 
butter. 


The blood levels of the essential 
amino-acids which were studied all 
showed a reduction after administra- 
tion of glucose. It is to be noted, how- 
ever, that these reductions were nei- 
ther in equimolar quantities nor were 
they a percentage of the amount in 
circulation. Instead, the proportions 
in which the different amino-acids 
were affected showed a close simi- 
larity to the proportions of different 
essential amino-acids required by 
man. 


These findings suggest that the 
administration of glucose has an im- 
mediate influence on the rate of pro- 
tein synthesis. Administration of fat 
does not have this action. 


(Munro, H. N., and Thomson, W. S. T., Brit 
J. Nutrit. 6 (3):ii, 1952). 








Hypercholesteremia and 
Senescence 


The author states that it might ap- 
pear to be an oversimplification to 
reach only for hypercholesteremia 
in treating disorders of age. How- 
ever, the successful treatment of 
many cases with manifest arterio- 
sclerosis has led him to the routine 
oi determining the serum cholesterol 
in every patient over age 40. When- 
ever the level is significantly over 
200 mg. per 100 cc. lipotropic medi- 
cation is given in the smaller dosage 
as preventive measure. Author has 
used Methischol which contains 
the three lipotropic abents: methio- 
nine, inositol and choline together 
with liver extract and vitamin B-12 
(U.S. Vitamin Corporation). Each 
patient was started with three cap- 
sules after each meal. After satis- 
factory reduction of the cholesterol 
level, the dosage was reduced to one 
capsule after each meal. 


(Abrahamson, E.M., Am. J. Digest. Dis. 6:186, 
¥952.) 


Trigeminal Neuralgia 
The author employed a new oper- 


ative procedure which was _ intro- 
duced by P. Taarnjoh of Denmark 
and G. Norlen of Sweden. It con- 
sists of decompressing the gasserian 
ganglion and its posterior root with- 
out dividing any of the sensory fi- 
bers of the ganglion. This new pro- 
cedure prevents the frequently dis- 
tressing sequelae of the division of 
the sensory root of the gasserian gan- 
glion as treatment of trigeminal neu- 
ralgia: numbness of one side of the 
face, tongue and homolateral eye, 
and—if the first division of the nerve 
is involved—denervation of the cor- 
nea with anesthesia of this eye. The 
author reports on one case operated 
on by means of the decompression 
method; the effect was highly satis- 
factory. 


(Love, J. G. Proc. Staff Meet., Mayo Clin., 
14:257, 1952.) 


The Newborn 


The baby is held horizontal wih 
ventral surface down and the head 
hanging so that fluid can drain from 
the mouth and nose by gravity. 
Mouth, nose and pharynx are 
cleaned by aspirating with soft ear 
syringe. If the tongue frenulum is 
short it is severed with scissors aft2r 
aspiration of the air passages. The 
cord is clamped and severed, with- 
out respect to pulsations. 

If the baby is not crying vigorously 
by this time, the back is rubbed 
through the flannel blanket and oxy.- 
gen is administered by a small rub- 
ber catheter connected directly to 
the gauge on a small tank of oxygen. 
The catheter is pushed back into the 
nasopharynx. Carbon dioxide is not 
administered. As soon as the baby is 
well oxygenated, the skin is cleaned 
with warm oil and a small amount of 
5% sulfathiazole ointment rubbed in 
to the skin. The baby is placed in 2 
warm bassinet with the head down 
about 15 degrees. If any degree o 
cyanosis continues, oxygen is given 
by nasal catheter with a humifier in- 
terposed between catheter and oxy: 
gen gauge. 


Even though the baby appears nor: 
mal, 5,000 units of potassium penicil- 


lin is given intramuscularly every 3) 
hours prophylactically if the mem 


branes have been ruptured for 2 


hours, the amnotic fluid had an odor, 


the mother had intrapartum fever 


the labor was prolonged. If the baby" 


feels cold, application of externa 


heat causes no harm. However if the” 


beby is difficult to resuscitate and is 
in shock, the application of heat may 
be harmful. Feeding is not necessary 
for 12 to 24 hours. Vitamin K is a¢ 
ministered to women in labor an 
to babies who are difficult to re 
suscitate. 

(Moon, R. E., Texas Med. J., 48:128, 195°.) 
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‘oronary Thrombosis 


Authors suggest administration of 
t omexan rather than dicumarol. On 
t e first treatment day 1,200 mg of 
‘-omexan are administered by 
r outh, followed by 900 mg. on the 
s cond day. Simultaneously heparin 
i: doses of 10,000 units is injected in- 
ti :venously, every 6 hours, within 
first 1 or 2 days until the pro- 
ombin time has been proved nor- 
» lin 2 consecutive tests. Tromexan 
is then alone continued for 4 weeks 
ier the beginning of the acute at- 
e k for three weeks after the last 
omboembolism. On the third day 
final Tromexan dose is estab- 
iied from daily morning deter- 
nations of the prothrombin time. 
othrombin time should be main- 
a ned 2 to 24% times of normal level. 
«nerally a maintenance dose of 450 
750 mg. is appropriate. 


. A. Tulloch, A. R. Gilchrist. Am. Heart J., 
064, 1951.) 


Gout 


Probenecid (benemid) was admin- 
istered to 20 patients with recurrent 
gout or gouty arthritis. Ten of these 
patients were followed for periods 
of 5 to 742 months. A dose of 2 gm. 
daily caused a fall of serum uric 
acid within 72 hours to an average 
of 55% of the control level. This was 
combined with an initial increase in 
urate excretion of 35% to 200%. Urate 
clearances remained increased two 
te fourfold with continued probene- 
cid administration. Probenecid treat- 
ment was of greatest benefit in 
chronic gouty arthritis. Pain and 
swelling subsided and joint move- 
ment improved progressively. Al- 
though acute attacks of gout were 
observed in some patients after the 
start of the treatment, their inci- 
dence diminished with continued 
treatment. 


(L. R. Pascale, A. Dubin, Wm. S. Hoffman, 
J.A.M.A., 13:1188, 1952.) 
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FREE LITERATURE SERVICE 


Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number. 


Allergies 


allergic reactions 1; asthma 2; asthma, 
bronchial *; drug sensitivities 4; hay 


fever 5; urticaria 6. 


Cardiovascular 


arteriosclerotic peripheral vascular dis- 
ease 7; cardiovascular disorders 8: 
heart disease 9; hypertension 19; myo- 
cardial failure 11; myocardial insuf- 
ficiency 12; peripheral neuritis 13; Ray- 
naud’s disease 14; thromboangiitis ob- 


literans 15; varicose veins 16. 


Dermatology 


acne 17; bacterial dermatologic condi- 
tions 18; bed sores 19; dermatitis 20; 
diaper dermatitis21; dermatosis 22; 
eczema 23; fungus diseases 24; pruri- 
tus 25; pruritus, associated with derma- 
titis and ulceration 26; topical infec- 


tions 27; yaws 28. 


Endocrinology 


adrenal gland, diseases of 2%: exoph- 
thalmic goiter °°; Graves’ disease °1; 
hyperthyroidism *°; pituitary gland 33; 


thyroid gland #4; thyrotoxicosis 35. 


Eye, Ear, Nose and Throat 
choroiditis 36; eye infections 37; iri- 
tis 38; keratitis 39; night blindness +"; 
sympathetic ophthalmia 41; uveitis 4°; 
ear, infections #3; otologic derma- 


tosis 44; vasomotor rhinitis 45. 


Gastro-Intestinal 
amebiasis 46; colitis 47; constipation, 
chronic 48; constipation, geriatric +; 


constipation, infant 5°; peptic ulcer “1. 


Genito-Urinary 
bladder, diseases of 52; cystitis 53; kid- 
ney, diseases of 54; prostate gland 55: 
pyelitis 5*; ureter, diseases of 57; ure- 


thra, diseases of 55. 


Geriatrics 


climacteric, male5%; senility, fe 


male 6°; senility, male 61. 


Gynecology and Obstetrics 
amenorrhea 7; cervicitis 63; climac- 


teric, female “4; disorders of menstrua- 


tion 65; dysmenorrhea 66; female dis‘ 


orders 67; leukoplakia vulvar 68; lev 
korrhea 6%; menometrorrhagia 79; post 


partum bleeding 71; lactation 72; pre 
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menstrual tension 73; Trichomonas va- Psychoneuroses 


ginalis 74; vaginitis 79. alcoholism 96; insomnia 97; neuropsy- 


chiatry 98: psychoses 99. 
Neuromuscular 


malgesic 76; joint and muscle pain77; Respiratory Tract 

nuscle dysfunctions 78; muscle bronchitis 19>: common _. cold 101; 
pasm 79; multiple sclerosis 80; neural- cough 102; laryngitis 103. 

gia ischiatica 81; neuritis, diabetic 82: 
‘sseous and neuromuscular disturb- Rheumatic and Arthritic Diseases 


enees 83; Parki ni 84, ae . s 
. ruineontem bursitis 194;  gout19; gouty  arthri- 


tis 106; rheumatic disease 107; rheu- 
j ver 108: j rthri- 
Nutrition matic fever 108; rheumatoid arthr 


es : ; ‘ A tis 109; Still’s disease 11°, 
anemia 85; avitaminoses 86; impaired 


fat metabolism 87; malnutrition 88; 


mineral deficiencies 89; obesity 9; mul- Miscellanesus 


tivitamin deficiencies 91; pellagra %2; barbiturate poisoning 111; debridement 


protein deficiency 93; vitamin deficien- of necrotic tissue 112: edema 113: 


cies 94; multiple deficiencies 95. edema, salt retention 114. 
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Fuchsonium Compound 
for Non-specific Cervicitis 
and Vaginal Thrush 


Gentian violet has generally 
proved the most effective remedy for 
the treatment of that large number 
of patients with vaginal discharge, 
which is not caused by a gross or- 
ganic lesion and from which no defi- 
nite pathogen can be isolated. 


Unfortunately, this remedial agent 
suffers from the disadvantage that 
it stains hands. clothing and bed-lin- 
en, and sometimes causes severe ir- 
ritation and even ‘burning’ of the 
tissues. 


A search was therefore made for 
a preparation which would be as ef- 
fective as gentian violet without hav- 
ing its disadvantages. The substance 
which was found to qualify in these 
respects is a sulphonated derivative 
of fuchsonium and of sodium bibo- 
rate. 


The preparation has thus far been 
successfully applied to 80 patients 
with non-specific cervicitis and to 60 
patients with vaginal thrush. The 
product is made into a cream and 
dispensed from a tube by means of 
a patent plastic applicator. Tube and 
applicator are supplied to the pa- 
tients after careful instruction in 
their use by the clinician. The cream 
is applied nightly. Applications can 
also be made by means of pessaries. 

Seventy of the eighty patients with 
non-specific cervicitis treated with 
this preparation obtained rapid re- 
lief of subjective symptoms, with 
disappearance of pruritus and irrita- 
tion, after two applications. The dis- 
charge persisted for a somewhat 
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longer period, but 61 patients were 
subsequently cured completely with 
cessation of the discharge and all é 
sociated symptoms. Some failures 
occurred in the earlier series of ps 
tients when treatment was applied 
only twice a week. But all of these 
cases responded satisfactorily (ex 
cept one patient with trichomonad 
in the discharge) when the treatmen 
was given daily. 

The average number of appli 
cations in the patients who respond 
ed initially was 4.5: in the cases re- 
quiring more vigorous treatment the 
number of applications was nine 
The over-all results obtained in this 
series of eighty patients was 83.7 pe: 
cent ‘‘cured,’’ and 11 per cent ‘‘muci 
improved.”’ 

The group of sixty patients afflict: 
ed with vaginal thrush was treated 
in a manner identical with that de 
scribed above. The results were par- 
ticularly striking, for relief was ob- 
tained almost instantaneously. Al 
signs and symptoms disappearei 
within seven to ten days. It should 
be noted, however, that in spite o 
this prompt relief the gram-positive 
yeast buds could still be demon 
strated for some days after all dis¥? 
charge had ceased. But all signs 0 
inflammation and the discharge dis 
appeared after four or five applica 
tions, and without a single failure 
This new preparation thus offer: 
definite advantages over gentian vi0og®> 
let. 


(Hart,D. McK., and Brown, C. H., Brit. Med 
J. 2:813, 1952.) 
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